1 ONI
Patien's Name: e o o Phore Ng.: | b
rozst, First, ML) Zip
Address: City: County: State: Code:
— Patient identifier information is not transmitted to COC! ~
i‘i‘ﬁfﬁfi‘éﬂ@.’ggf HEALTH ADULT HIV/AIDS CONFIDENTIAL CASE REPORT f’/
Centers ior Disease Contol (Patients 213 years of age at time of diagnosis) /

and Prevention

L HEALTH DEPARTMENT USE ONLY Form Approved OMS No.0920-0573 Exp Date 11/3012005

DATE FORM COMPLETED: ~
Mo~ Day SOUNDEX REPORT REPCORTING HEALTH DEPARTMENT: st . , :
[ :D] CODE: STATUS: Paatit:m Mo | ‘ | i I } i | J
; New State: " :

L Report

‘ ; \ l i1 Citw/ Citleounry[ P ! ‘ P ‘
HEPDRTSDUHCE:D] ! | !_z_JuDdate County: Patient No.: | ] | | : J

ill. DEMOGRAPHIC INFORMATION

{DIAGNOSTIC STATUS AGE AT DIAGNOSIS: DATE OF BIRTH: CURRENT STATUS: DATE OF DEATH: STATETERRITORY OF DEATH: )
AT REPORT (cneck one}: T
11 HIV infaction (not AIDS) \J.J vears Alive Dead  Unk. _ .
75T AIDS [ [ ]vees |_l.‘ o2 8. “ W
SEX: ETHNICITY: (select one) RACE: {select one or more) CgUNTFlY %BIHTH: {including
- o A snindian/ ‘148, 7]U.8. Dependencies and Possessions Puerto Rico)
1 Male it R “Hispanic {9 Unk ﬂ;g:g ,?a;?v;m || Black ar African American - J{specﬁy):‘
3 [2 mot Hispanic or Lal  Native H e T — —
2 Female | [Zottsomnconai | o, s telane e (i | 5 Otmer tpecryy o U
RESIDENCE AT DIAGNOSIS:
- oo LTI 1]
\ City: County: Ceumtry: ___ ______ Code ; y
V. FACILITY OF DIAGNOSIS V. PATIENT HISTORY
é ) rAFTER 1977 AND PRECEDING THE FIRST POSITIVE HIV ANTIBODY TEST N
- - OR AIDS DIAGNOSIS, THIS PATIENT HAD (Respond o ALL Categories): Yes No  Urk
Facility Name . L e
s Sex with male . = o i)
Ciy ’ » Sex with female .. U THECITY
. s |njected nonprescnptxon drugs R e . I E: E
State/Country . Recelved d clotting factor for hemophma;coaguiatlon disorder .. o Moy ol
FACILITY SETTING {check ong) Specify 1 : Factor Vi . Factcr 1X D Other
- . — . — r H h i specity):
1 Public 2 Private E Fedaral lﬁ_ Unk. discrder: {Hemaophilia A} (Hemepnilia B} {specily)
B o HETEROSEXUAL relations with any of the followmg — = =
FACILITY TYPE (check one) * Intravenousfinjection drug user. ... .. e t1oe e
01 Physician, HMQ 31 Hospital, Inpatient sBisexualmale . ... . . RIRETIREE
B8 Other (specify): = Person with hemoghi Iwcoagulahon disarder . 1 o) T
+ Transfusion recipient with documented HIV lnfectlon 1] E g
Tols tepar: 1o the Cerers o eass Sontcl and Frevention = Transplant recipient with documented HIV infection ... ... ik é] 5
T;;Ihssf‘;ﬁﬁfa,f‘,u;’,Eé‘fg s ,a‘”m%nz,f:'m?:ss”gslsem;y‘g: * Person with AIDS or documented HIV infection, risk not specmed 10 g
oy e SR Snd O AL ey SOREEICD S » Recsived transfusion of bioodiblood compenents {other than ciotting factar) . 1. 0] 8.
Int orrr;a ion \? COC's IV AIDSdsuévewlance sgs.e"n that woud Ma. L i Mo. ; r
ogrmit «dent 1 1 2 (] H ! H H
"nalﬂjamea \s‘ciﬁgctgd :ﬂﬁ z‘:g[:‘ar;nllegn n: ﬁmw)\la “reechﬂerld |g First ! ! } Last i E:]
s on et e ond) forjne urpases swaled I Te s Aecsivad transplant of tissug/organs or artificial insersination.................. [+ [0° g]
et i aemartance with Saman SoAc ol e BSes han « Worked in a health-care or ciinical laboratory setting ... ...................... [t [0 fg]
k Service Act {42 USC 242m} {spacify occupation)
JONL : : /
VI. LABORATORY DATA
G HIV ANTIBODY TESTS AT DIAGNOS!S: not TEST DATE fon )
(lndicate first test) Fos Neg Ind Cone Mo e e Date of last documented negative HIV test
CHV=TEIA..... ... o - o[ [ ] (specity type):
N — ' i .
® HIV=1/HIV-2 combination ElA 1] ¢ - gl [D Do s |f HIV laboratory tests were not documented. is HIV
o S diagnosis documented by a physician? ... ..
® HIV-1 Western blot/IFA . .. .. .. BERUI NS D:' Fd
o Other HIV anticody test . 1 ©6is (e 3 : if yes, provide date of documentation by physician
{sDecily):
2. POSITIVE HIV DETECTION TEST: (Record sarliest test) Mo. v 4. IMMUNQOLOGIC LAB TESTS:
i - ; _ T CLOSES JIRRENT DIAGNOSTIC STAT :
! culture _ _aniigen ' . PCR, DNA or RNA orobe ‘ ‘ ! AT CR CLOSEST TO GURRENT Di’“'%_. us FL —r
P H 1 1 i .
= s CD4 Count ot Fcalls R
* Other (spesity): . 4 Cou e UL e e
o CD4 Percent : :I 3 N
3. DETECTABLE VIRAL LOAD TEST: (Secord mas: recen; test) N © —
- . , MG A
Taslyoe” COPIES/ML Mo. vr, First <200 Ut or <14%: ——_ —_—
] g ; ] : ' ' Foailes b :
| IR | P a CD4Count. . ... u,-__l_J_ue:!suL SR
— e ; ' i ; 1T
“Tyne 11 NASBA [Zrganoni 12 RT-PCR iRocte, 13 £DNaCrirsn -2, Oiaer s 04 Parcent . P %% : .
. _/

SITISIRED REW. 120D JPage ol 2 = ALULT =ICAIDE TONFIDENTIR L DASE REFLRT -



Vii. STATEAOCAL USE ONLY Medical
L
Shysican's Nare: o Phare No.: | b i Recort No. ) -
iLas:. First M,-l ) Sersan .
RospiialiFaciiity: — Completing Form: Phone Na.. ! ! I
— Patient identifier information is not transmitted to CDC! -
VIIl. CLINICAL STATUS
. ™~
(CLtNICAL Yes  No ENTER DATE PATIENT  ASymptomatic Mo, vr Symptomatic _Me v
AECORD REVIEWED: | 0 WAS DIAGNOSED AS: finzluding acute tetrowiral syndreme and | o (not AIDS) - l
— i parsisten: generalized lymphadenopatny): S S : : !
intal Diagnaosis  Initial Date Initial Diagnosis  nitiai Cate
AIDS INDICATOR DISEASES Oal Pres Ma. vr AIDS INDICATOR DISEASES Sef. Pres Mo v
) ) _ —_— [ f . . e ;—_“i i I
Candidiasis, aronchi, trachea, ar lungs i1 Na Lo | Lyrmphoma, Burkitl's (or equivaent term) o NAC D J
T Tz : ‘ - —
Candidiasis, esophageal Ll 2 N Lympheme, immunaoblastic (or equivalent term} NA - | i
E— — — =
Carcinoma, invasive cervical 1] NA ED Lymphoma, primary in brain i1 NA .
Coccidioidomycosis, disseminated or TTONA Ij] ' Mycobacterium avium complex or M kansas, T T
extrapuimanary — . L I disseminatea or exfraputmenary _— — N ‘_‘__J_ﬁ .
Cryplocaccosis, extrapulmenary Fr NA | ! [ M. twbercuicsis, putmonary” 1 2 ‘ |
Cryplosporidiosis, chronic intestinal i T b dacie M ; - ' S ot i |
(>1 mo. durason) E NA i M. tuberculgsis, disseminated or extrapulmonary _E_J 1
Cytomegalovirus diseasa {other than in liver, T NA Dj Mycovacterium, of other species or unidentified 7" E | T
soleen. or nodes) spec.es, disseminated or extragalmonary — I S S
Cytomegalovirus retinitis (with loss of vision) E : Pneumocystis cannii pneumonia j ? ', . i
HIV encepralopathy I NA f ’[D Prieumonia, recurrent, in 12 mo. period j ? i
Herpes simplex: chramic aicer(s) (>1 mo. duration); — [E | ) ) e : T
or brenchitis, pneumonitis or esophagitis _oNA | } Frogressive muliifocal leucencephalopatny o NA
s _ . ' N - P
Histoplasmosis, disseminated or extrapuimonary 11 NA | Saimonella septicemia, recurrent 1O NA iy
Iscsporiasis, chronic intestinal (»1 ma. duration) E NA Toxcplasmosis of brain Toel o
- ; — . - :
Kaposi's sarcoma 5_} 2 ﬁ Wasting syndrome due o HIV E NA | P J
\ ' Def. = cefinitive diagnesis Pres. = presumptrveﬁiagnosns T RVCT CASE NO.: [ I I i ! | | ‘ I |

(1 Yes ‘0iNo 8] Unknown

® If HIV tests were not positive or were not done, does this patient have o
an immunodeficiency that wouid disgualify him/her from the AlDS case definition? —

A

- OPTIONAL — iX. TREATMENT/SERVICES REFERRALS
4 . _— . } . o e [ This patient is receiving or has )
Has ihis patient been informed of histher HIV infection? [1!Yes 1o No |9 Unk. neen referrad for \(is No NA Unk.
This patient's partners will be nolified about their HIV exgosure and counseled by: o HIV related medical services BRE é - é
T Health department z Physician/provider (3] Patient E Unknown e Supstance abuse trealment services |1 ig I8 8
This patient received or ig recelving: This patient has been enrciled at: This patient's medical treatmant is primarily reimbursed by:
v N " Climical Trial Clinic o o
‘ﬁj”“‘fe"o‘”’a' res Mo Unk. 1] NiH-spensored 11 HRSA-sponsored 1 Medicaid 12 Private insurance/HMO
ETADY e 1) 0. 8! = o — ‘ ‘
it - - v ‘2] Other _2 Other .3 Nocoverage ‘4 Other Public Funding
] ?’es No Unk. 8 None 3 None [7. Clinical trial/ 9] Unknown
* PCP prophylaxis {1] 0 [3 "9 Unknown 9. Unknown government program
FOR WOMEN: « This patienl is receiving or has been rafarred for gynecologicat or obstetrical services: . ~ 1 Yes 0 No 2 Unkngwn
® Is this patient currently pregnant? .. ... H..‘.EYes ENO EUHKOOWH
¢ Has this patient delivered live-bomn infants? ... . z Yes (if delivered after 1977, provide birth information E No E Unknown
oelow far the mest recent birth)
CHILD'S DATE OF BIRTH: Child's Soundex: Child's State Patient No.
Mo Day  ¥r Hospital of Birth: - ‘ ‘
____E' i | iy State: L____A_J - Lt ‘ L. -
\,
X. COMMENTS: _ _ e e e — e

E 0
Do ng send the zompieted ‘orm o this address




Patient's Nama:

iLast. First M1
Address:

U.S. DEPARTMENT OF HEALTH
& HUMAN SERVICES

Centers for Disease Control
zod Prevantion

il. HEALTH DEPARTMENT USE ONLY

City:

RETURN TO STATEILOGAL HEALTH DEPARTMENT

PEDIATRIC HIV/AIDS CONFIDENTIAL CASE REPORT

(Patients <13 years of age at time of diagnosis)

S Phone No.: { ) .
Zi
i Caunty: State: Code:
— Patient identifier information is not transmitted to COC! -

/;4

l//

DATE FORM COMPLETED: Form Approved OMB No. 0920-0573 Exp Date 11/30/2005
Mo Day Yr
- T T T SOUNDEX REPCORT REPORTING HEALTH DEPARTMENT: Stat ; — ‘ ?
o ! CODE: STATUS: ate BEEE | |
—_— . Patient No.: :
j New State:
T Repert : i T
. ; P City/ City/County P ‘ T | -]
REPORT SOURCE: L f -‘ ‘ I ' 1|l2jUpdate | Gounty: Patient No.: [ | i J o
_/
lII. DEMOGRAPHIC INFORMATION
s — = N
3 Perinatally RIV Expased !5 AIDS
DIAGNOSTIC STATUS AT REPORT: Y 7 = DATE OF LAST MEDICAL EVALUATION:
(chack one) 14 ¢ Confirmed HIV Infection (not AIDS) L Seroreverter
DATE OF BIRTH: AGE AT DIAGNOSIS: CURRENT DATE QF DEATH: STATE/TERRITORY DATE QF INITIAL
Years Montns STATUS: OF DEATH: EVALUATION FOR
Ma. Day Yr. HIV Infection P ﬁL Alive _ Mo Day Yr. HIV INFECTION:
’ i 7 {nat AIDS) ... - 1 ! - [ f"'ﬂ“ Mo Yr
i H 2 Pead —
j R S | v = |\ i F
ADS L ] RN 2 Unk R I
Was reason for initizl SEX: ETHNICITY: RACE: {select one ar more) COUNTRY OF BIRTH:
?}liﬁiggfgaﬂgnagge to {select one} [ American Indian ) Native Hawaiian or — — U.5. Dependencies and Possessions {incuding Puerio Rical
symptomsg" 1 Hispanic — Alaska Nalive - Ocher Pacific Istander | 1 US. 7
53 Mat Hispanic T T {specty):
Yes N Unc. 21l (Laui% o Asian i Whie — o
- = — — . . - 8, Other -
1 io_l B L8 j Unx __; Black o7 Alrican American __ Unk — (specifyl: 3 fUnk
RESIDENCE AT DIAGNOSIS: H
‘ Stale/ Zip o i ‘ [ | ‘
City: _ . o County: Country: Code: |- o |
vy
IV. FACILITY OF DIAGNOSIS
Facility Statef
Name: e Cityr Country: _
FACILITY SETTING (check one) FACILITY TYPE (check cne)
Sl Puplic 2 Private "3 Federal 19 Unk. ‘ To1l Physician, HMO  31] Hospital, Inpatient 88 Otner (spedity): I
V. PATIENT/MATERNAL HISTORY (Respond to ALL categories}
' L ] ™y
* Child’s biclogic mother’s HIV Infection Status: (check one)
3 Refused HIV testing 'T Known to be yninfected after this child's bitn E HIY status unknown
Diagnosed with HIV Intection/AlDS:
— — k J—
'3, Befare inis cnild's pregnancy [ 5 Attime of delivery ﬂ After the child's birth
|_ During ‘nis cnild's pregnancy E Before chiid's birth, exact perio? unkrown E HIV-nfgcted, unknown wher siagnesed
_ILT = Mother was counseled about Yes Ne  Une.
= Date of mother's first positive HIV confirmatory test: ... L HIV testing during this pregrancy, labor or defivery? ... 1 0} |8
After 1977, this child’s biclogic mother had: Yes No Unk. | Betfore the diagnosis of HIV Infection/AIDS, this ghild had: ves Me  unk
+Injectec nengrescription drugs m E EN 1 + Received clotting faclor for hemopnilia/coagulation disorder ... I E E
— ‘ : {specily "1 Factor VIl fHemoghlia A) 2 | Sactor iX (M nilia 2
* HETERCSEXUAL relations with: daisorueyr): _— lemeshia Al 2 (Hemepitia &
- Intravénousinjzction drug user EEREY ? & Otner (sucaify):
+ BISEXUR! MAIE .ovoeeerenars oo oo 1188 * Received translusion of boadibicod compenents —_—
- — (oiner than clothng tactor ... i C 3
- Male with hemophitia’coagulation diSorder ... oo o8 s _Ma, . Mo.
- Transtusicn recipient with documented HIY infestion ... Ey : Ej First: R Last [
- Transplant recipien: with documented HIV infection o el » Received transplant of SSLE/SICANS e 1_ ?
- Male with ADS or Gocumented HIV infeclion, risk not specifed . 1 0 8 « Sexval contac: with a mae RS
. » Sexyal contact with afemae . T T 3
* Aeceived tanstusion of cloodtond componants -
foer IhaED SISNG TASI0M e Rl Z
= Secsived ransplant of issuae organs oranti fnsermination : : :




— Physician identifier information is not transmittad to COCI —

Physician's Nawe: Phane No.: { Yo o
{iast, First. M1 Person
Hospital/Facility: .. _ - Completing Form: S

Phone No.:

Medical

Record Ne.

{ )

Vil. LABORATCORY DATA

» HIV=T/HIV=2 comMBINAHON EIA L e e et e e ettt b et e eab e e e

r1. HIV ANTIBODY TESTS AT DIAGNCSIS: ({Record al: tests, include sariiest positive)

r

o HIV= V=2 COMBITGION EIA oo oeoroees s oemsoe oo ] o]
+ HIV= T WESIEIT BIOHIFA L ceoereossecss s sesessremeerssss e srssees et s ersmss s e s 1| o]
P HIV=T WS TR BIBVIFA Lt e e E E
« Other HIV antibody test (speciy): Rl 0

iy hegative
# HIVET B e v e e e e ] [0
V=T EIA e et oo 1 (o

Ne:
indeternonate Jeng

2. IV DETECTION TESTS:

[Record all tests, include earliest positive) Mot TEST DATE
Ko,
w Ngga[.wg Cane

HR culture L \ﬂ : 1
7l

P HIV culture e

« HIV antigentest . ... [

- HIV antigen i@st .o, LV

SHIVDNAPCR e
CHIVDNAPCR L
« HIV ANA PCR
«HIVBNAPCR e

= Other, specity

TEST DATE
.

3. HW VIRAL LOAD TEST: (Record all tests, mnclude aarliast datectable)

Type. 11. NASBA (Organami 12 AT-PCR (Roche)

13. cONalChiren)

Copagiral

DRetectabie Test Dale tectabl
Tast type* Yes No Copies/mt Mo YT Tast type” v
- - es  MNo
& \ : T 1 T ‘
| Em L I 0 3E

4. IMMUNOLOGIC LAB TESTS: (At or closest to current diagnastic status)
Mo, YT

= CD4 Count e

«CD4 Court o, S L ; ;
- i T
2 CD4 PEICent oo (R

\ 2 ZO4 Pereent e |

(1)

. HIV tests ware not posilive or were not done. or the patient is less
than 18 months of age, does this patient have an immunadeficiency el i
that would cisqualify him/her from the AIDS case definition? .............. o9

¥Yes Noo Jni
[ N

m

. It laboratory tests were not documented,
is patient confirmed by a physician as:

 HIV-infacted .

= Not HIV-infected ..o

I [=1%

[

Na  Unk
o s
o s

Date pf Documepation
Me. Y

VHI. CLINICAL STATUS

f

spleen, or noaes) onset at »1 rro. of age

Cylemegalovirus retinitis (with loss of visicn)

AIDS INDICATOR DISEASES nitial Diagnosis  [nitiai Date AIDS INDICATOR DISEASES Initial Diagnosis  Iritiai Date
Jef. Pres, Mao. Yr. Def. Pres. o Yr
Bacterial infections, muliple or recurrent T wna i | 7‘ . I :
lincluding Salmenella saptice mia) | *Jﬁ_—! ,,,, Kaposi's sarcoma
. . i Lymphoid interstitial pneumenia andior
Candidiasis, bronehi, trachea, or lungs N NA L _|_ _ ‘ puimonary lymphoid hyperplasia
) . — — T T T T
Candidiasis, asophageal o2l [ Lyrrphoma, Burkitt's (or equivalert term)
- — il o
cceidicidomycosis, disseminaled or T ] . .
exlrapulmonaﬁy e NA i ; Lymphoma, immuncblastic {for equivalent lerm)
Cryplococeosis, extrapuimonary Ti MNA Lymphorra, prirmary in brain
Cryptospordiosis, chronic intestnal T A Mycobacterium avium complex ar M.kansasi,
[=1 ra. duratien) ) U disseminated or extrapuimenary
Cytemegatovirus disgase (other than in liver, ] N -
iy H SEase \omner an n i 1] NA 1 M. tubercufosis. disseminated or extrapulmonary

Mycobacterium, of other species or unidentified
species. disseminated or extrapulmonary

HIY encephaiopathy 10ONA . Praumocystis caninif pneumsnia
-- ———— e eddad I i
kerpes simplex: chranic uleer(s) (»1 mao. duration); or bron- R
X i ' o : RS | . MNA ! | . o 30 it : | Py
chilis, preurnaonitis of esppnaghis, onset at > mo. olage — - ‘ Frogressive multifocal leukoencephaiogalny
; ; ; 3 i Lo
Histeglasmosis, misseminated or extrapulmanary 1P ONA [ i Toxsplasmaosts of brain, onsetat =1 mo. ¢lage
iscsnoriasis, chronic intastinal />t mo. Zuraticn) 1 NA P Wasting syndrome die la HIYV
Def. = definitive ciagnes:s Pres. = presumptive clagnesis
e v
Has this child been diagnosed __ _ L o Hyes.iniual _ _ - -
with pulmonary tuberculosis?” 1 Yes o Ne 2 Un< diagrcss and daer 1 Defintwe 2 Fresumptive 7

L _ _ - - —

Page 2ol 4 ~ FIZIATRIZ RAVGAIZS SORFIZENTIAL CASE ASFLRT -



IX. BIRTH HISTORY (for PERINATAL cases only)

Birth history was availahle for this child: iYes [c No o Unk. If No or Unknown, proceed to Section X,
e ~
HOSPITAL AT BIRTH:
Hospital___ City: State: Country: _
RESIDENCE AT BIRTH:
~ States Zip : i ;
ity - Sountyr . Counlry: Cooe: | : _ L
BIRTHWEIGHT: BIRTH: 1,0.- - T T [ - NEOMATAL | PRENATAL CARE:
: 11 ,Single 2 Twin 13.»2 ! nK.
tenier ibsicz OR grams} ype L= £ 2> N STATUS: ~mos.
L _ Month of pregnancy |
i - - ; [ T S lant o ; . i tal S
D s or | Delweryio.o.. L_g\fagma\ {2 Elective Ciejarean "2 -Non-glective Caesarean L Fult term prenatal care began:
{4 iCaesarean, unk. type ;i}lmx‘ 2 Premalure
, ‘ = ! i Total number of
P ! — — — : atal isits:
_____ | grams Birth Defects: . |1 |ves 10 No {3 iunk, i prenatal care v
Specify I ‘
et ———oooo— e Codes * Did mother receive any other Yas No
Anti-retroviral medication o
* [id mother receive * Did mother receive _ during pregnancy? T
zicovudine (ZDv, AZT} Refused Yes NG zidovugine {ZDv, azT) Feiused Yes Mo o Unk. It yes, specity:
during pregnancy? LN N during labor/idelivery? 8 (1 o' 8]
* Did mother receive any other Yes No Uik
* It yes, what week of Weeks: * Did mother receive v N Anti-retrovirai medicaticn ol =
pregnancy was zidovudine | | zidovudine {ZDV, AZT) 155 1O during isbor/delivery? — =
{ZDV, AZT) started? [ 98 = Uni. pricr to this pregnancy? | 1_ 8] If yes. specify:
J/
(Mate\gnal Datt,e of Bir;(h Maternal Soundex: ! Maternal State Patient No. N
Ma Day 1 |
2 T H d | |—| T
P P \ oo ] P
| P L i |1 | ||
Birthplace of Biologic Mother:
u.s. [7_ U.5. Dependencies and Possessions (including Puerto Rico) {specify).
Y - Qther (specify): “a. Unk.
— v
X. TREATMENT/SERVICES REFERRALS
(This child received or is receiving: DATE STAATED JATE STARTED N
7 Yes No Unk Ma Day Yr. )
« Necnaial zidovadine (ZDV. AZT)} : — ‘7* T T » Anti-retroviral therapy
for HIV gravention ... !ﬂ o E ”;‘__HiﬁJ L for HIV tre2iment .o
» Other nacnatal anti-retroviral medication — — [ i |
for HIV 2revention ..o, ] 0] E ol | o PCP prophylaxis oo,
If yes, specity:
Was child breastfeg? | This child has been enrofled at: | This child's medical treatment is primarily reimbursed by:
Yas  No Clinizal “rial Clinig j Medicaig : Otrer Public Funding
R jNIH-sponscred 2 |Other L1 jHRSA-spoasored ' ! orivate insurancerHMO 7 Chmcal trial/goveriment program
— ] —= —
i3 ;None 9 [Unk. |3 |None Mo covera 9
L2 ] ge 9] Unk.
M ! vy
(—This child's primary caretaker is: R
1 | Biotogic Z Otner él Foster;Adoptive Ta Foster/Adoptive F Social servize E Other E Unk.
\_ pareni(s] relative parent, relative T parent, unrelated 7 agency {specily in Section XL.) J
XL COMMENTS:
4 ™

\ _/

sease Corirer and Prevention (C2C is autnerzed by aw [Sactizns 304 ano 308
ray be mandalsy under stale and 'ocal 50 SETANDN 15 1eseE
id cerm marf on o' any individual or wihom a reccrd is main Cled Wil & Guaranteg
ith Jefanment, and wil not otherase be disclosed or released witngul the consent $F thg vl wduai in &

and 232%
05 Ingrmatgr ~ 2

wia 06 neldin sorf
rcance wits Section

any oiher a
. Do nct send i




